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CLOSING THE HEALTH GAP OF VETERANS
IN RURAL AREAS: DISCUSSION OF
FUNDING AND RESOURCE COORDINATION

THURSDAY, MARCH 19, 2009

U. S. HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON HEALTH,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC.

The Subcommittee met, pursuant to notice, at 10:11 a.m., in
Room 334, Cannon House Office Building, Hon. Michael Michaud
[Chairman of the Subcommittee] presiding.

Present: Representatives Michaud, Teague, Rodriguez, Donnelly,
McNerney, Halvorson, Perriello, Stearns, and Moran.

OPENING STATEMENT OF CHAIRMAN MICHAUD

Mr. MicHAUD. I would like to call the Subcommittee on Health
back to order.

I would like to thank everyone for participating in the hearing.
I would ask, while I give my opening remarks, for our first two wit-
nesses to please come forward.

The purpose of today’s hearing is to provide oversight of U.S. De-
partment of Veterans Affairs’ (VA’s) rural health funding, spend-
ing, and resource coordination. The hearing will explore whether
resources are used efficiently to narrow the health disparity of vet-
erans living in rural areas.

In general, we know that nearly two million veterans reside in
rural areas. This includes nearly 80,000 veterans who live in highly
rural areas.

According to the VA Health Services Research and Development
Office, rural veterans have worse physical and mental health-re-
lated issues.

I commend the VA for their efforts in improving rural health.
This includes building new Community-Based Outpatient Clinics
(CBOCs), rural outreach clinics, and Vet Centers in rural and high-
ly rural areas. It also includes pilot programs such as the Traveling
Nurse Corps, the mobile health care pilots, which are in place in
four mobile clinics and 24 predominantly rural counties in Colo-
rado, Nebraska, Wyoming, Maine, Washington, and West Virginia.

I also applaud the advances made in telehealth through the nu-
merous pilot programs that have been implemented today.

To help the VA efforts, the Appropriation Committee provided
$250 million in September of 2008 to establish and implement new
rural health outreach and delivery initiatives.
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Through today’s hearing, we seek to better understand how the
VA has allocated and plans to allocate this $250 million. The hear-
ing will also address concerns about the lack of coordination and
duplicative efforts by various offices in the VA that deal with rural
health.

On today’s first panel, we have the Disabled American Veterans
who will share their thoughts on VA’s progress in improving rural
health. We also will hear from the South Carolina Office of Rural
Health about local challenges and recommendations for closing the
rural health gap.

Finally, the VA Office of Care Coordination and the Office of
Rural Health (ORH) will report on the Department’s current efforts
on rural health.

I look forward to hearing your testimony on both panels. And
now I would recognize Mr. Stearns for an opening statement.

[The prepared statement of Chairman Michaud appears on
p. 26.]

OPENING STATEMENT OF HON. CLIFF STEARNS

Mr. STEARNS. Thank you, Mr. Chairman.

I ask unanimous consent for my colleague, Congressman Henry
Brown, who is the Subcommittee Ranking Member, his opening
statement be made part of the record.

Mr. MicHAUD. Without objection, so ordered.

[The prepared statement of Congressman Brown appears on
p. 40.]

Mr. STEARNS. Okay. I am here today on Mr. Brown’s behalf. I am
pleased to be here this morning for our Health Subcommittee hear-
ing on ensuring that our veterans living in rural areas are receiv-
ing the quality health care they certainly deserve.

Today’s hearing affords us the chance to examine how the De-
partment of Veterans Affairs is spending some of the funds allo-
cated to them in the fiscal year 2009 Appropriations Act.

Specifically, we are focusing on funds that were marked to help
further the VA’s rural health initiative in areas such as mobile
health clinics and telemedicine.

My colleagues, we are all aware of the health care gaps that exist
for veterans that reside in the rural areas. We know that almost
40 percent of veterans enrolled in VA health care live in rural or
highly rural areas and that 44 percent of our veterans returning
from Iraq and Afghanistan also reside in these rural areas.

Veterans living in rural America are statistically shown to have
lower quality of life scores and are more likely to suffer from treat-
able diseases. Clearly this is an issue we must address and monitor
very closely.

I applaud the VA’s current outreach efforts to recruit and retain
more health care providers to serve in rural areas and to pursue
innovative health care methods such as telemedicine. We are mov-
ing in the right direction, but we must stay the course and VA
must fulfill the goals it has set.

I welcome our panel of witnesses and look forward to hearing
more about how VA has and intends to further distribute the funds
allocated to them under the fiscal year 2009 Appropriations Act so



3

that we can truly, truly begin closing the health care gap for our
Nation’s rural veterans.

Also, on behalf of Mr. Brown, my colleague, I would like to ex-
tend a special welcome to one of our witnesses on the first panel,
Dr. Graham Adams. He serves as the Chief Executive Officer and
provides overall supervision and direction for the South Carolina
Office of Rural Health.

Thank you, Mr. Chairman.

[The prepared statement of Congressman Stearns appears on
p. 26.]

Mr. MicHAUD. Thank you very much, Mr. Stearns.

I will apologize up front. I do have to leave for another meeting
shortlly, so I want to apologize up front. We will start the first
panel.

On the first panel, we have Joy Ilem who represents the Dis-
abled American Veterans (DAV), as well Dr. Graham Adams who
is the Chief Executive Officer (CEO) of the South Carolina Office
of Rural Health.

Once again, I want to thank both of you for coming here this
morning. I look forward to hearing your testimony as well as work-
ing with you as we move forward to do what we have to to make
sure that our veterans in rural areas get the adequate health care
in the timely fashion that they need.

So without any further ado, Ms. Ilem.

STATEMENTS OF JOY J. ILEM, ASSISTANT NATIONAL LEGISLA-
TIVE DIRECTOR, DISABLED AMERICAN VETERANS; AND
GRAHAM L. ADAMS, PH.D., EXECUTIVE DIRECTOR, SOUTH
CAROLINA OFFICE OF RURAL HEALTH, AND STATE OFFICE
COUNCIL CHAIR, NATIONAL RURAL HEALTH ASSOCIATION

STATEMENT OF JOY J. ILEM

Ms. ILEM. Mr. Chairman and Members of the Subcommittee,
thank you for inviting DAV to testify today. We value the oppor-
tunity to discuss our views on funding and coordination of care for
rural veterans.

We recognize that rural health is a difficult national health care
issue not isolated to VA. We also appreciate that many sick and
disabled veterans in rural areas face multiple challenges in access-
ing VA health care services, even private services under VA con-
tract or fee basis.

We deeply appreciate the due diligence of this Subcommittee and
Congress by enacting legislation, which authorized VA to establish
the Office of Rural Health and the resources it has provided to
carry out its mission.

It appears VA is reaching across the Department to lay the foun-
dation for improving the delivery and coordination of health care
services to rural veterans. And DAV is pleased and congratulates
VA on its progress to date.

VA’s appointment of rural care consultants in all its Veterans In-
tegrated Service Networks (VISNs), establishment of three rural
health resource centers, and a number of new rural outreach clinics
harnessing telehealth and other technologies to reduce barriers to
care are all positive steps forward.
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In VA’s 2009 Appropriations Act, Congress approved $250 million
to support new and existing rural health care initiatives and $200
million to increase fee-basis services. It appears that VA has dis-
tributed $22 million to its VISNs for rural health care improve-
ments with an additional $24 million being used to establish the
pilot programs, new outpatient clinics, provide outreach to rural
veterans returning from the wars in Iraq and Afghanistan, and ac-
tivate a number of mobile health clinics, including a fleet of 50 mo-
bile Vet Centers.

We appreciate the Subcommittee’s interest in conducting this
oversight hearing and we are interested in learning more from VA
about the specific instructions issued to the field guiding the use
of these new funds for rural care, what monitoring is being con-
ducted related to the use of those funds, and the degree and type
of reporting requirements that have been imposed related to the
number of veterans served as well as the information on access,
quality of care, and workforce issues.

Although VA is off to a good start, we believe it faces a number
of challenges. In our testimony, we have offered a series of rec-
ommendations we hope the Subcommittee will consider as it con-
tinues its work in this important area.

Initially we suggest VA be required to provide more thorough re-
porting to this Subcommittee to enable meaningful oversight of the
use of the funds provided and to properly evaluate the implementa-
tion phase of rural health initiatives.

Without this type of oversight, we are concerned that the funds
Congress provides may simply be melded into VA’s equitable re-
source allocation system without the means of measuring whether
these new funds will be allocated in furtherance of Congress’ in-
tent, specifically to enhance health care services and health out-
comes for rural and highly rural veterans and particularly our new-
est generation of war veterans.

Reports to Congress should include standardized and meaningful
measures of how VA rural health care capacity has changed with
workload changes reported on a quarterly or semi-annual basis and
disclosure of other trends that reveal whether the rural health ini-
tiatives and funds allocated for them are truly achieving their pur-
poses.

Health workforce shortages and recruitment and retention of
health care personnel are also a significant challenge to rural vet-
erans’ access to VA care and the quality of that care.

The Institute of Medicine recommended that the Federal Govern-
ment initiate a comprehensive effort to enhance the supply of
health care professionals working in rural areas.

We believe VA’s Office of Academic Affiliations in conjunction
with ORH should develop a specific initiative aimed at taking ad-
vantage of VA’s affiliations to meet clinical staffing needs in rural
locations.

Finally, DAV is concerned about the organizational placement of
the Office of Rural Health within Veterans Health Administration’s
(VHA’s) Office of Policy and Planning and recommends it be placed
closer to the operational arm of VA management.

We also suggest increasing staffing levels for the office and urge
Congress to continue to provide appropriate financial support to en-



5

sure VA sustains these new activities without diminishing re-
sources for VA’s specialized medical programs in accordance with
DAV Resolution 177.

In summary, DAV believes VA is working in good faith to im-
prove access and medical services to veterans living in rural areas
and we are hopeful that with continued oversight from this Sub-
committee, supported by appropriate resources, rural veterans will
be better served by VA in the near future.

That concludes my statement and I am happy to answer any
questions you or Members may have. Thank you.

[The prepared statement of Ms. Ilem appears on p. 27.]

Mr. MicHAUD. Thank you very much for your testimony.

Dr. Adams.

STATEMENT OF GRAHAM L. ADAMS, PH.D.

Dr. AbamMs. Thank you, and I appreciate the opportunity to speak
this morning.

I am Graham Adams, CEO of the South Carolina Office of Rural
Health, Past President of the National Organization of State Of-
fices of Rural Health, and a Trustee on the Board of the National
Rural Health Association, the NRHA.

The NRHA is a national nonprofit organization whose mission is
to improve the health of the 62 million Americans who call rural
home. The NRHA has long focused efforts on improving the phys-
ical and mental health of our rural veterans and I appreciate this
opportunity to testify once again.

Since our Nation’s founding, rural Americans have always re-
sponded when our Nation has gone to war. Simply put, rural Amer-
icans serve at rates higher than their proportion of the population.
Nineteen percent of the Nation lives in rural areas, yet 44 percent
of U.S. military recruits are from rural America.

And sadly, according to a 2006 study, the death rate for rural
soldiers is 60 percent higher than the death rate for soldiers from
cities and suburbs.

Mr. Chairman, because of this great level of service, it is incum-
bent upon each of us to do more for our rural veterans.

There is a national misconception that all veterans have easy ac-
cess to comprehensive care. Unfortunately, this is simply not true.
Access to rural veterans can be extremely difficult and access for
rural veterans in need of specialized mental or physical care can
be daunting.

In brief, because there is a disproportionate number of rural
Americans serving in the military, there is also a disproportionate
need for veterans’ care in rural areas.

Program expansion and resource coordination are critical to im-
prove the care of rural veterans. We must be mindful of long-term
costs and needs because the wounded veterans who return today
will not need care for just the next few fiscal years. They will need
care for the next half century.

The National Rural Health Association supports the five fol-
lowing recommendations.

One, access must be increased by building on current successes.
Community-based outreach centers or CBOCs and vet outreach
centers open the door for many veterans to obtain primary care
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within their home community. The NRHA applauds the success of
these programs, but there are simply too few of these centers.

In my State of South Carolina, there are only eleven CBOCs and
three vet outreach centers despite the fact that South Carolina is
one of the top 20 States in which veterans reside.

Two, access must be increased by collaborating with non-VHA fa-
cilities. Because rural VA facilities are too few and far between,
many rural veterans simply forego care. If critical preventative
care or follow-up treatment is not received, a veteran will undoubt-
edly become sicker and in need of more costly care. This must
change.

The NRHA'’s goal is not to mandate care to our rural veterans,
but to provide them a choice, a local choice.

The NRHA strongly supports “The Rural Veterans Access to
Care Act,” which was signed into law last October. The Act estab-
lishes a 3-year pilot program which will allow some of the most
under-served rural veterans the choice to access their care from a
local provider. Despite the limitations of this program, it is a
strong and important step in the right direction, but more must be
done.

Linking the quality of VA services with rural civilian services
can vastly improve access to health care for rural veterans. As long
as quality standards of care and evidence-based treatment for rural
veterans is adhered to, the NRHA strongly supports collaboration
with community health centers, critical access hospitals, and other
small rural hospitals and rural health clinics.

Three, access must be increased to mental health and brain in-
jury care. Currently it appears that traumatic brain injury or TBI
will most likely become the signature wound of the Afghanistan
and Iraqi wars. Such wounds require highly specialized care. The
current VHA TBI case manager’s network is vital, but access to it
is extremely limited for rural veterans. Expansion is needed.

Additionally, 85 percent of mental health shortages are in rural
America. Vet Centers do offer mental health services, but the serv-
ices are not consistently available at a local rural level.

Four, care for rural veterans must be better targeted. Returning
veterans adjusting to disabilities and the stresses of combat need
the security and support of their families in making their transi-
tions back into civilian life.

The Vet Centers do a tremendous job in assisting veterans, but
their resources are limited. Additionally, because more women
serve in active duty than in any other time in our Nation’s history,
better targeted care is needed for rural women veterans.

And, five, improvements must continue with the VA Office of
Rural Health. The National Rural Health Association calls on Con-
gress and the VA to fully implement the functions of the VA Office
of Rural Health.

Efforts to increase service points have not always been embraced
by the VA. It is our hope that the Office of Rural Health and the
newly formed VA Rural Health Advisory Committee will work to
eradicate previous barriers and expand access options for the bet-
terment of our rural veterans.
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The NRHA also strongly encourages greater coordination be-
tween the rural health coordinators housed in each VISN and State
level officials in each State Office of Rural Health.

Mr. Chairman, thank you again for this opportunity. The
NRHA'’s full recommendations can be found in my written testi-
mony. I look forward to working with you and this Committee to
improve the rural health care access for millions of veterans who
live in rural America, and I ask that my full statement be sub-
mitted into the record.

Thank you.

[The prepared statement of Dr. Adams appears on p. 31.]

Mr. TEAGUE [presiding]. Yes. Thank you.

Hearing no questions, it is so ordered.

First, thank you for sharing your concerns about the organiza-
tional placement of the Office of Rural Health. You recommend
that the office be moved from the VA’s Office of Policy and Plan-
ning to an operational arm of the VA system.

Please explain how you think moving the Office of Rural Health
to an operational arm would improve the planning and coordina-
tion capabilities of the Office of Rural Health.

Ms. ILEM. Thank you for the question.

I think that we are concerned that there is a number of bureau-
cratic levels that the office is required to go through to the imple-
mentation phase under probably Mr. Feely’s office. Direct access to
that office with, and talking to the VISN directors and the local
Medical Center directors directly is going to be, I think, critical
during the implementation phase of this program.

I think they need to coordinate with Office of Policy and Plan-
ning and continue—I mean, there are a number of initiatives that
they are starting which, you know, cross throughout the depart-
ments. At the same time, we would like to see the office have that
direct access to make sure that these things get implemented in a
very expeditious manner.

Mr. TEAGUE. Okay. Also, as you know, the VA received $250 mil-
lion in the 2009 appropriation. What are your views of the types
of services and programs that the VA should support with this
funding and do you agree with how the VA has spent it so far?

Ms. ILEM. Just in reviewing very briefly this morning, the VA’s
testimony, I have not had a chance to look at it thoroughly, but it
appears that they have a number of programs that have been initi-
ated, many of them just at the very beginning stages, trying to es-
tablish many of these clinics, probably working with their coordina-
tors in each of the VISNs and a variety of other functions.

So I think that they have a tall task ahead of them in terms of
the things that they have scheduled to do.

So I think that they need to just continue to keep working on the
programs that they have set forth as indicated in their testimony
and I think many of those are the right direction. It is just a tall
order and it seems like a lot of things are just at the very begin-
ning stages.

Mr. TEAGUE. Dr. Adams, in your testimony, you highlighted the
need for rural providers to be trained because of the unique needs
of rural, minority, and female veterans.



8

I'm from a large rural district in New Mexico and we have a lot
of the same needs that you were discussing.

I was just wondering if you might be able to expand a little bit
on this and tell us a little more about the needs.

Dr. Apawms. Yes, sir. So often in a physician or a provider’s med-
ical training, they receive excellent clinical training, but they do
not have the other cultural competency trainings that are so key
when you work with disadvantaged populations, be it women, mi-
norities, others. And I think especially when working with these
populations, you do need to have special sensitivity to those issues.

I also think that in States and regions that have a high minority
population, where possible, the providers serving those populations
need to be reflective. So trying to achieve greater diversity in eth-
nicity and race among those providers that are providing care
would be a good thing and could be accomplished through con-
tracting or cooperative arrangements with other non-VHA facilities
such as community health centers, rural health clinics, and critical
access hospitals.

Mr. TEAGUE. I would just like to say that, coming from the 2nd
District of New Mexico, which is bigger than the State of Pennsyl-
vania, and has almost 200,000 veterans, I am encouraged to hear
how you are addressing similar concerns across the country.

Mr. Rodriguez from Texas.

Mr. RODRIGUEZ. Thank you very much. First of all, thank you,
Mr. Chairman.

Let me point out that my district is one of the largest in the Na-
tion. I have 785 miles along the Mexican border. I have two major
cities, but within my district, I do not have any VA clinics or facili-
ties.

We have had a serious problem with the ones that the VA has
contracted out in the past who are not willing to work with the VA
now because of the fact that they had not gotten paid the way they
should.

And now they have gotten some new contracts, but one of them
came, and this is probably not to this panel, but to the other, is
that there is some other contractor in between that I guess is get-
ting 15 percent from the top before the other person even gets paid,
which does not make any sense whatsoever.

And I still have not seen any results in my district in terms of
the efforts of some of the pilot programs and trying to get some mo-
bile units out there. That has not happened.

I have a large number of veterans in my district. It has ex-
tremely rural areas where people have to go a long ways. A
straight shot on I-10 is 550 miles between one side of the district
and the other. And the major facilities are in San Antonio and El
Paso, but my district is in between.

I have problems with the contracting that has gone on with some
of the local providers. In one case, they actually stopped providing
services because the VA was not timely in reimbursing them. They
just said, “look, I have had enough, I am not going to deal with
this.”

And the other, we had two groups, two community-based out-
patient clinics that they used to work with that are unwilling to
work with them now because of past experiences with them.
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I just wanted to see if you might comment as to how do we get
past some of the things that have happened in the past and how
do we make sure that they deliver in the future.

Dr. Apawms. I believe that creating incentives, financial and other,
for VA facilities, be it CBOCs and vet outreach centers, to coordi-
nate and to work with non-VHA facilities will go a long way to cre-
ating those partnerships.

d in some cases, veterans are being seen in these facilities al-
ready. And the non-VHA facilities that I mentioned, rural health
clinics, community health centers, and critical access hospitals,
these are all fully qualified, fully staffed facilities that are pro-
viding care at the local community, all of which receive some kind
of enhanced arrangement from Medicare to provide services, but
unfortunately not for veterans.

So if that linkage could be put in place, I think that you will see
care increased dramatically and there will certainly be things that
have to be worked out, but you have folks that are in the field right
nox&v that are willing to see veterans if only a mechanism existed
to do so.

Mr. RODRIGUEZ. That mechanism that you are referring to, would
that require any form of additional legislation or is that something
that is already in place that we could just require them to do?

Dr. ApaAms. I cannot speak exactly as to what authority the VA
has. But if the authority would allow and if the intent were there,
there are partners on the provider side that are more than willing
to see these veterans as long as they are reimbursed fairly and
they are in these communities. There is no sense in reinventing the
wheel, building another facility, investing additional taxpayer dol-
lars when you have points of access already there.

Mr. RODRIGUEZ. Thank you very much.

Thank you, Mr. Chairman.

Mr. TEAGUE. Next I need to apologize to the gentleman from
Kansas. I am sorry. This was my first time to Chair this Sub-
committee and I guess it is showing in going out of order here. I
would like to present, at this time, Congressman Moran from Kan-
sas.

Mr. MORAN. Because you are new to the Committee, you do not
know how offended I am, how difficult I am to get along with.

Mr. Chairman, I am delighted to be here and I am happy to be
able to visit with these witnesses at your leisure, at your conven-
ience.

I thank Mr. Michaud and this Subcommittee for having this
hearing. The pilot program is a piece of legislation that I have
worked on really since I came to Congress and I am delighted that
Mr. Michaud has indicated a willingness to have a hearing.

My staff met with folks from the VA and others yesterday for the
beginning implementation conversation and we are generally
pleased that the VA is paying a lot of attention to this topic. And
I think it is important for all of us to stay on point to make sure
that it is implemented in a way that demonstrates the value of this
pilot program.

Dr. Adams, in the testimony of the Disabled American Veterans,
in Ms. Ilem’s testimony, she indicated concerns about veterans who
may seek health care for convenience with a private provider, that
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they may not receive the protections of the VA system, patient
safety and other protections that are indicated in the VA system.

Do you have any concerns about how a veteran would be treated
in the private system with their hometown doctor and hospital as
compared to being treated more directly in the VA system with a
VA provider? And if you do have those concerns, do you have sug-
gestions of what it is that we ought to be paying attention to in
order to make sure those concerns are addressed? Dr. Adams.

Dr. Abams. Thank you.

I do not have concerns. Certainly the VA with the system that
they have, they provide excellent care in those facilities. The prob-
lem is there just are not enough of those facilities.

So if we can create linkages where there is reasonable require-
ments for electronic medical records (EMRs) for quality of care,
then there is no reason that those veterans cannot receive high
quality care in non-VA facilities.

All these facilities meet every quality requirement of the Federal
Government that is put upon them. So these are highly trained
folks doing the work that they need to do and they do not currently
have to abide by all the VA rules. But as long as there were rea-
sonable, and I stress reasonable, requirements in place, I do not
know why those partnerships could not exist.

Mr. MORAN. In my early days in Congress, our outpatient clinic
was staffed by a physician in her private practice. She ultimately
left the system and no longer provided services to veterans through
her clinic as an outpatient clinic of the VA.

The concern, the criticism, and the difficulty was related to med-
ical records, to technology, and the inability to connect in getting
answers from the VA and, in our case, in Wichita.

At least my sense is that much of that has been resolved. Am I
missing something or are we headed—the VA seems to be probably
one of the better utilizers of technology in the entire medical deliv-
ery system.

Dr. Apawms. I think that is correct. The VA has an excellent elec-
tronic medical record system. All the dollars that are contained
within the American Recovery and Reinvestment Act (ARRA) are
going to allow even more facilities in rural communities, non-VHA
facilities that do not have EMR now, that do not have electronic
medical records now, to have that in place.

So I think that the ability for information to be exchanged in a
Health Insurance Portability and Accountability Act (HIPAA) com-
pliant, safe way is going to be less and less of an issue once all of
these facilities have some form of electronic medical records.

Mr. MORAN. Has anyone in the VA’s Office of Rural Health ever
contacted you? Do they reach out to people in your position to seek
advice and suggestions?

Dr. Apawms. I do have to say the Office of Rural Health has been
very supportive and very helpful with entities like the National
Rural Health Association. I think from a staff perspective, they
have done a great job of creating good will and seeing where those
partnerships could exist.

I get the sense it might be a little bit higher up the food chain,
if you will, within the VA that some of this resistance occurs.
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And from my perspective at a State level, each of the VISNs has,
I believe it is called a rural health coordinator. I do not know who
that person is. I have never been contacted by that person. I have
Isir'ieclil1 to go on the VA Web site and identify that person. I cannot

o that.

So I would strongly urge for those rural health coordinators, if
that is the correct term, that are located within each VISN to be
more proactive reaching out to the State level rural health officials
in each State.

Mr. MoraN. I will try to ask Ms. Hawthorne a similar kind of
question when she is our witness.

There is a Rural Veterans Advisory Committee commissioned
now and I want to hear about how it is interacting with the VA
and what difference it is making.

My time has expired. I thank the Chairman for his indulgence
and appreciate your consideration.

Mr. TEAGUE. Well, once again, I would like to apologize to Con-
gressman Moran and I appreciate his patience with me in my
learning process here.

And next is the Congressman from California, Jerry McNerney.
Do you have a question, please, sir?

Mr. MCNERNEY. Thank you, Mr. Chairman.

First of all, I would like to thank the witnesses for coming forth
today.

Mrs. Ilem, is that correct?

Ms. ILEM. Ilem.

Mr. McNERNEY. Ms. Ilem. You suggested more oversight by the
Committee and I think that is probably a good idea. But I was
wondering if you had—and you also mentioned standardized re-
porting.

Do you have specific recommendations or specific ideas for stand-
ardizing the interchange between the Committee and the witnesses
or the reporting entities?

Ms. ILEM. I think VA would be able to do that fairly easily. I
think if there is a request from the Committee to do that, I am
sure they would be willing to provide that.

And I think the main thing would be not just a data dump, but
something that you could really read and be able to make a true
assessment to see, is capacity improving, what are the workloads,
what are they doing.

In briefly looking at their testimony, I think they have a number
of reporting requirements that they are requiring from the field.
And if they can tally up that information in a very sensible way
that would be easy for the Committee to review, I think would just
be Jdusdt another opportunity to really have the oversight that is
needed.

Mr. McNERNEY. Okay. Well, thank you.

Any ongoing suggestions you have on standardizing that would
be appreciated by the Committee.

Ms. ILEM. Sure.

Mr. MCNERNEY. You also mentioned more physicians as one of
the major problems. Do you see that as the major problem or are
there other related problems to the shortage of physicians in rural
areas?
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Ms. ILEM. I think that is one of the issues. I mean, there are so
many factors involved in rural health care issues that the Nation
is grappling with in general, including VA.

I think that is just obviously one of the keys to have the willing-
ness for qualified people to be in the rural areas and available to
these veterans, but I think it is one of many things that are nec-
essary.

Mr. McNERNEY. Thank you.

Dr. Adams, I want to say I have both rural and suburban areas
in my district and I appreciate your mentioning disproportionate
share of active-duty members and veterans from rural areas.

I was just at a funeral in a town of mine, about a 60,000-person
town, and it is their eighth fatality in the War on Terror. So they
certainly are paying their share or more than their share.

And 1 also appreciate your suggestion to let non-VA organiza-
tions partner up with VA organizations to provide the best possible
care to our servicemembers.

I would like to see, speaking of standardized, I would like to see
a standardized approach to that so that we can move forward ag-
gressively and provide those services in a way that would benefit
everyone.

One of the questions I have is, do you see the telenet being help-
ful in filling the gap between rural and urban service capabilities?

Dr. ApAms. I think telemedicine, telehealth is a great tool to pro-
vide some services in more isolated rural communities. Specifically
things like telepsychiatry, it can be fairly effective with.

I think that while telemedicine and things like a mobile clinic
are great steps in the right direction, they do not nearly provide
the continuity of care that a full-time provider or a facility would
in those rural communities.

And, again, we have a very robust network throughout the coun-
try of folks that are already in place to serve the underserved and
to serve vulnerable populations. And I think we all could agree
rural veterans are a vulnerable population.

So providing linkages with those folks, I think, again will in-
crease access to care dramatically. Telemedicine is a wonderful
thing and I think it can be used in conjunction with some addi-
tional agreements in place at the local level.

Mr. MCNERNEY. Thank you.

Ms. Ilem, do you have any comments on telemedicine?

Ms. ILEM. We agree telemedicine is another great opportunity to
be used in the arsenal of ideas looking at all of these issues that
can help to improve services in those communities.

Mr. McNERNEY. Thank you.

I am going to yield back, Mr. Chairman.

Mr. TEAGUE. Thank you, Congressman McNerney. I appreciate
those comments.

At this time, I would like to call on the lady from Illinois, Con-
gresswoman Deborah Halvorson.

Mrs. HALVORSON. Thank you, Mr. Chairman.

And I would like to start with Dr. Adams. In your testimony, you
highlighted the need for rural providers to be trained to meet the
unique needs of the rural minority and female veterans.
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Everywhere and every panel that comes before us, they talk
about the need for women veterans and the fact that more and
more are coming back and there is going to be a huge need. This
is going to really complicate a complicated issue even more.

What do you suggest we do when there is already a need for
more rural services and now we are going to need more help with
the women population coming back?

Dr. ApAms. I think that can largely be addressed through in-
creased mental health and behavioral health services. Every vet-
eran that comes back has issues potentially with combat situated
problems. And the females who come back often have family bur-
dens. They have children. They have different roles than a male
typically plays in our society and they have different expectations
when they come home.

So I think a lot around family counseling, marital and other fam-
ily counseling being available for the family as a whole, not just for
the veteran, is key. So often when it was just a male veteran popu-
lation, they did not have some of those expectations when they re-
turned home. I think you are finding that more and more with re-
turning female veterans.

Mrs. HALVORSON. And if I could ask both of you to comment on
this one. So you feel that we should be treating the entire family
because I know that there has been some discussion, which has
completely caught me off guard, about women who have children
while a veteran and how these children are not veterans, but, yet,
we have to find a way to take care of them. And there has been
a lot of discussion about that.

What are your views on these are veterans, they have served our
country, and now we are debating whether to even take care of
their children?

Ms. ILEM. I would just start out by saying thank you for the
question on women veterans and bringing it up. And I think it is
great that Dr. Adams included that in his statement.

This is an issue that VA is working very hard to address right
now through their Office of Women’s Health Program and the Cen-
ter for Women Veterans.

VA indicates an increasing number of women veterans returning
from war and high rates of use among this Operation Enduring
Freedom/Operation Iraqi Freedom population coming to VA with
the changing demographic.

I think that it will be really important in the next year for the
Office of Rural Health to also reach out to Dr. Patty Hayes’ office
at VA to really make sure that within the rural health question
and initiative that these issues are addressed with respect to
women veterans. I think that is great.

Some of the programs that VA has specifically for women vet-
erans are really important in terms of post-deployment issues and
some of the things that Dr. Adams has referred to in their post-
deployment readjustment. So we want to be able in the rural
health communities for those veterans to have that access to VA’s
unique specialties and providing those types of services or training
local people that are seeing them to be able to do that.

And with respect to the child care issues, this has been a long-
standing issue in the women’s community that this is a barrier, but
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we see it not only as a barrier for now just women, there are so
many single veterans in general other than just women. Both men
and women can have child care issues and primary care respon-
sibilities.

And I think you are referring to the pilot program recommended
by Congresswoman Stephanie Herseth Sandlin.

Mrs. HALVORSON. Yes.

Ms. ILEM. We think that when we look at all the research that
is put out there, that this is one of the big barriers. So certainly
if there is an opportunity to provide, not VA directly providing
child care, but providing some sort of chit for them to access child
care so that they can attend their appointments, especially if they
have post-deployment issues that require extensive mental health
sessions. You know, it really would not be appropriate for them to
bring their children.

So we just hope that that is a consideration, that the Sub-
committee will take up as it looks at that bill further.

Mrs. HALVORSON. Did you have anything to add, Dr. Adams?

Dr. Apams. Beyond child care, I do think that the counseling re-
sources should be available to the families as well because so often
if the veteran returns home with either psychosocial or severe
physical issues, the family are the caretakers and they are the ones
that are bearing the burden 99 percent of the time.

So I think resources should be available to them because so often
in our rural communities, mental health and behavioral health
services are just not available. They are not available for the gen-
eral population.

And at least in my State, our local community mental health cen-
ters will not see veterans. They will not see them because they feel
that, first of all, they are overburdened, but, second, they feel like
they should be seen at the VA facilities.

So, again, creating a linkage and incentives for that to occur, I
think, is vital in providing veterans and their families the services
that they need locally.

Mrs. HALVORSON. Thank you.

Mr. TEAGUE. I thank the Congresswoman from Illinois for those
questions because they needed to be asked and I thank the wit-
nesses for addressing them.

And now at this time, I would like to recognize the gentleman
from Indiana, Congressman Donnelly.

Mr. DONNELLY. Thank you, Mr. Chairman.

In regards to TBI, Dr. Adams, you had mentioned that earlier,
and this is for both you and Ms. Ilem, there are approximately four
centers throughout the country, polytrauma centers to help with
this through the VA system. And if you get in a very rural area,
it is hard to get treatment for this.

Would you fully support the opportunity for our vets to receive
treatment at either one of our centers in the VA system or to go
to a place like the Chicago Rehabilitation Institute where they can
go and receive very intensive additional care for this injury?

And there are similar facilities throughout the country. I wanted
to find out what you think of expanding the range of places where
our vets can go.
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Dr. Abpams. I absolutely think that creating additional access
points makes sense. And, yes, we all want the quality of the VA
system to be held intact and we want to make sure that the vet-
eran’s health information is kept private, but all these things can
occur in private settings. And it is of little solace to those that need
the care who cannot get it knowing that there are four centers that
do this and do it excellent if they cannot get there.

Accessing additional facilities, as you mentioned, that have the
expertise, to me makes great sense and it is really just a matter
of choice and access, making sure that these veterans get care no
matter where it is as long as it is of high quality and it meets rea-
sonable standards.

Ms. ILEM. I would just mention, obviously for the most critical
cases that are just coming back, the major polytrauma centers, the
way they are going, the VA has established also in each of their
VISNs a level two. So it would depend, you know, certainly on the
level of the injury and the needs of that veteran. And I know that
they have options to outsource that care if necessary and working
with the family.

Of course, we want, you know, veterans to have the best care and
for those that are really working with these very unique injuries
and the polytraumatic injuries they are seeing from the wars in
Iraq and Afghanistan. So I do not think, you know, we are opposed
to in certain circumstances, you know, making that available.

Certainly the family, there is a lot of family issues, we want the
families to be available and to be with them. And we know that
many have had to relocate, giving up, you know, jobs and a variety
of other things that have made it very difficult or leave one parent
at home and not be able to stay in their local area.

So I think those things should be taken under consideration for
VA with the unique circumstance of the family.

Mr. DONNELLY. Okay. And, again, this would be for both of you.
In terms of listing here is the problem with outsourcing some care
for veterans when you have local doctors or local facilities, what do
you find the biggest barriers, cost, the technology in the health
clinic? What are the kind of things that make it most difficult for
rural vets to be able to receive assistance locally as opposed to hav-
ing to get in a van and travel 3 hours to the VA clinic?

And the VA clinics are extraordinary places, but if you can save
yourself a 3-hour trip, it would be a lot better off. What are the
kind of things preventing it from happening?

Dr. AbpAMS. From my perspective, the largest barrier is that ex-
cept for in a few isolated pilots, the VA will not pay for care at
these local facilities. So

Mr. DONNELLY. Excuse me. Will not pay at all or at an appro-
priate level, what you consider an appropriate level?

Dr. Apams. Well, to my knowledge, unless a veteran resides in
one of these areas where they have a rural pilot, a veteran cannot
go to, say, a community health center or just a private doctor, be
seen, and have that care reimbursed by the VA.

Mr. DONNELLY. So it is not that the doctor or the clinic itself will
not meet a payee number set by the VA, the VA just will not par-
ticipate?
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Ms. ILEM. My understanding is that VA has the option through
its fee-basis program to, if there are geographic barriers and a
number of certain circumstances, they can authorize fee-basis care
based on the individual circumstances of the veteran and location
and a variety of other factors. But they do that on an individual
basis.

So VA does currently have that authority. The problem we have
heard is that through the distribution of the dollars for fee-based
programs, they oftentimes are only allotted a certain amount of
money for those fee-basis programs.

So they are very judicious in how they allow veterans to use that
program. And if there is an opportunity to get them to the nearest
clinic, even though it may be several hours away, that is where
they want them to go.

But I think looking as part of the establishment of the Office of
Rural Health, there was a request to look at the fee-basis program
and I know there has been some increased funds in the 2009 ap-
propriation for increasing fee basis. And I would assume that the
Office of Rural Health is really looking at the fee-basis issue and
to use it appropriately when necessary, especially when you have
some very elderly veterans or somebody with TBI that it would be
very difficult for them to make extensive trips to and from a facility
and a number of trips if required by their medical condition.

Mr. DONNELLY. Okay. Thank you very much.

Thank you, Mr. Chairman.

Mr. TEAGUE. Thank you, Congressman from Indiana. I appre-
ciate that.

And, also, Joy Ilem and Dr. Adams, thank you for your participa-
tion. I think that the information and knowledge that we received
from you today will be helpful as we make the decisions that we
have to make down the road. I really do want to thank you for par-
ticipating.

Dr. Abams. Thank you.

Ms. ILEM. Thank you.

Mr. TEAGUE. Now, at this time, I would like to call panel number
two to come to the table. We have Dr. Adam Darkins who is the
Chief Consultant, Office of Care Coordination, Veterans Health Ad-
ministration, U.S. Department of Veterans Affairs, and Kara Haw-
thorne, Director of the Office of Rural Health, Veterans Health Ad-
ministration, U.S. Department of Veterans Affairs.

Once again, thank you for being here today and taking a part in
this. Dr. Darkins, we will start with you, please.

STATEMENTS OF ADAM DARKINS, M.D., CHIEF CONSULTANT,
CARE COORDINATION, OFFICE OF PATIENT CARE SERVICES,
VETERANS HEALTH ADMINISTRATION, U.S. DEPARTMENT OF
VETERANS AFFAIRS; AND KARA HAWTHORNE, DIRECTOR,
OFFICE OF RURAL HEALTH, VETERANS HEALTH ADMINIS-
TRATION, U.S. DEPARTMENT OF VETERANS AFFAIRS

STATEMENT OF ADAM DARKINS, M.D.

Dr. DARKINS. Good morning, Mr. Chairman. Thank you for the
opportunity to testify before the Committee today.
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My testimony covers funding and resource coordination issues as-
sociated with the expansion of telehealth programs within the De-
partment of Veterans Affairs or VA and how they help meet the
health needs of veterans in rural areas.

Health care delivery in rural areas is a challenge as we have just
heard, one that the VA is confronting directly. Telehealth involves
the use of information telecommunications technology to increase
access to care and reduce travel.

In fiscal year 2008, VA’s telehealth programs provided care to
over 100,000 veterans in rural areas. These telehealth-based serv-
ices involve real-time videoconferencing, store-and-forwards tele-
health, and home telehealth.

Real-time videoconferencing services in VA known as care coordi-
nation and general telehealth provide specialty services to veterans
irll both VA medical centers and in community-based outpatient
clinics.

The main focus of this program is in providing mental health
services in r